There are two types of penile cancer, ulcerative and papilliferous, the predisposing causes of which differ. In the second variety a wart initiates the malignant changes, whereas in the former, phimosis and decomposition of smegma are the predominant factors.-The clinical manifestations of carcinoma of the penis are profoundly different from those of glandular carcinoma.
IF research into the literature is a true guide to progress in medicine, a sorry tale has to be told in respect of advancement in our knowledge of the pathology of penile cancer during the past fifty years. The clinician on the other hand can claim that sixteen years ago he introduced a remedy which has superseded with some success the mutilating operation of total amputation of the penis. This remedy, of course, was the exposure of the growth to radium irradiation.
When it is remembered that the last paper of importance by a British surgeon on the subject of carcinoma of the penis was written in 1882, it is opportune that the present position of the pathologist and the clinician in relation to cancer of this organ shoutld be once more carefully reviewed.
Fifty years ago it was known that malignant disease of the penis commonly occurred in those with a long prepuce, that it was of slow growth, that it readily became septic, and that enlarged glands occurred in one or both groins. Treatment had consisted in partial amputation.
Taking each item seriatim, let us compare our knowledge of to-day with that of 1880. Firstly, what are the factors which lead to the production of carcinoma of the penis ? Is it only the long prepuce which predisposes to this disease ? The sweeping statement has been made in most books on the subject published during half a century, that carcinoma cannot arise in those who have been circumcised. In most cases this is true, but I have performed partial amputation for a growth of the glans penis where no prepuce existed ( fig. 1 ). Dr. Ray, of Calcutta, states that he has observed two cases in Mohammedans who had been circumcised between the ages of 5 and 10.
It has been suggested that the prolonged pressure of the prepuce gives rise to circulatory disturbances in the glans. The changes induced are known as hyperplasia, leucokeratosis and leucoplakia (fig. 2) . Moreover, the retention of smegma sets up inflammatory processes which must certainly predispose to cancer formation.
A. L. Dean, of New York, has made a clinical study of seventy-five cases between the ages of 21 and 79. There were no Jews in this series, and 60% of the patients gave no history of venereal disease. The latter statement brings us no nearer to the determination of predisposing causes unless amplified by a description of the variety of cancer met with in each case. A wart on the penis is not considered by the layman as venereal in origin, and when seeking advice for the treatment of these tumours he usually denies having contracted the disease. Such warts are the MAR.-UROL. 1.
result of sexual intercourse and most certainly are the forerunners of the papillary type of penile carcinoma. In fact, here is one more example of an innocent new growth becoming malignant. Warts of the penis are commonly multiple and so is the papillary carcinoma, hence the terms "implantation growth," " kiss cancer " and " contact cancer." A very good example of this may be seen in figure 3, which shows a growth arising from the region of the frwnum and in contact with the main malignant mass on the glans penis. The tumour has probably been formed as a result of an abrasion of the inner surface of the prepuce and subsequent implantation of cells derived from the original lesion. This mode of spread of malignant disease is a curse to surgeons, for the deposit of even one cell on healthy tissues surrounding an operation area, suffices to nullify the effects of excision of the primary growth. From a consideration of the possible causes of papillary carcinoma, it is natural to turn to the second type met with on the penis, namely the ulcerative variety.
Here we have a form of the disease which is marked by destructive habits. There is no tumour, in the sense of an outgrowth of tissue, but there is an ulcer, which, if untreated, will eat away the whole organ. What are the causes of this deadly phenomenon ? Does venereal disease play a part ? There is no evidence of it. On the other hand, I am unaware of any such case in which decomposition of smegma and phimosis have not been present. They are the predominant factors in association with the formation of the malignant ulcer.
Here we may summarize our knowledge of the influences which are at vvork in the production of penile cancer. There are two types: (1) The papillary which is preceded by the appearance of venereal warts and in which phimosis does not necessarily play a part. (2) The ulcerative, the predisposing causes of which are phimosis and decomposition of smegma.
The causal agent of both remains a mystery, but dirt plays a most important part in both varieties. Those who have practised personal hygiene are immune from this disease.
A characteristic of penile cancer is its chronicity. The presence of a swelling has been known to a patient not for months, but for years. In one case the growth had been discovered nine years previous to submission to radical treatment. The reluctance of both men and women to seek medical advice on immediate discovery of a painless lump is still far too common. So far as penile cancer is concerned, there is no excuse for such negligence, when it is borne in mind that no other part of the body is seen and handled more frequently.
The onset of sepsis compels an appeal for help from the medical profession. Until then there is no pain, loss of weight, or cachexia, and only the smallest degree of discomfort. With the introduction of i'nfection, the glands in the groin become enlarged and tender; there is fever, and wasting commences. The tumour itself becomes active, and makes war on the surrounding tissues.
The involvement of the lymphatic glands is a matter of considerable importance from the standpoint of treatment. An inquiry into this aspect of the disease is necessary for a full understanding of the differences which exist between it and glandular carcinoma. In my experience, the migration of the malignant cell from the primary lesion to the glands of the groin is delayed until the cancer has passed the initial stage and become infected. The increase in the size of the glands is due to adenitis and not to malignant metastases. This observation brings one to a study of the final picture, which immediately precedes death. Those who have had the opportunity of watching these cases from the beginning to the end will retain a last-6i70 Section of Urology ing impression of the virulence of sepsis in the presence of vcancer. It is the former, not the latter, which is the actual cause of death. I have seen cavities in both groins large enough to hold a tangerine orange, filled with the most offensive discharge. *The final scene is alarming, even to those accustomed to witness severe hmmorrhages. For some days there will be an ominous oozing of blood, and -then quite suddenly the common femoral artery ruptures. The unfortunate patient is almost drowned in his own blood within a few minutes. This absence of distant deposits is common to carcinomata of the skin, as for example, rodent ulcer, tongue, and lip cancers. Why does the squamous cell fail to get past the glands in the immediate neighbourhood of the parent growth ? Can there be some peculiar local resistance in this type of cell in the gland filter, which is absent in the case of spheroidal and columnar cells ? Or in squamous-cell carcinoma are we confronted with a disease which is called "cancer" from want of greater knowledge? The clinical manifestations are so different from those of spheroidal-cell and columnar-cell growths that suspicion arises as to whether after all the term cancer" is only used to cloak our ignorance. I pass on to consider in detail certain facts in relation to the incidence of carcinoma of the penis. Firstly, it will be agreed that in this country the disease is rare. During the past eighteen years I have not seen more than twenty-five cases. At Whipps Cross Hospital, with its 400 male beds, the average is little more than 2 per annum. At St. Mary's Hospital, Islington, with 300 male beds, 1-5 per annum, and at St. Peter's Hospital 2 per annum, yet A. L. Dean, of New York, has made a clinical study of 75 cases.
Walther states that penile cancer is three times more prevalent in negroes than in whites. This observation is confirmed by certain French writers, but no explanation is offered.
The period of life when the disease most commonly appears is between the fourth and sixth decades. Pfadder and Widmann record a case in a boy aged 18 on whom they performed amputation. Some difference of opinion exists with regard to the percentage of patients with glandular enlargement, C. P. Howse stating that in his series the inguinal glands were involved either by infection or carcinoma in 94%. In my experience this estimate is too high, 60% being nearer the mark. Barringer's opinion, withl which I entirely agree, is that the invasion of the groin glands by carcinoma is rare, and that infection without cancerous involvement is quite common.
Directly sepsis invades the inguinal glands, the patient's general condition steadily deteriorates. Fever is continuous and cachexia becomes a prominent feature of the illness. As previously stated, the primary lesion has begun to eat away the whole organ, and in place of a single orifice, there are multiple openings through which the urine trickles. In my experience retention never occurs.
Before a description of the treatment is entered upon, mention must be made of the malignant melanoma or melanotic carcinoma, which occasionally attacks the penis. The clinical course in this situation is the same as that in any other part of the body; a pigmented mole or wart of many years' standing is followed, without obvious warning, by rapid dissemination and early fatal termination. I recorded a case of this kind of which less than ten appear in the literature, in the Proceedings of this Section two years ago ( fig. 4 ). The patient, aged 77, was admitted to the Whipps Cross Hospital for retention of urine due to an enlarged prostate. The pigmented mole on the skin of the dorsum of the penis was disregarded until enlarged glands appeared in the right groin, about the time the urinary obstruction occurred. The primary growth together with the skin of the dorsum and the glands in both groins were removed in one mass. The retention of urine was treated by suprapubic drainage. It will be noted that the glands in the right groin were full of melanin. (See fig. 4 . Sometimes the pigment appears in the urine.) The patient survived the operation nine months, when he died with multiple metastases. Permission for a post-mortem examination, unfortunately, could not be obtained. In connection with pigmentation of the skin of the penis, Shattock has stated that in uncircumcised negroes the skin of the glans is the same colour as the white man's, but, after removal of the prepuce, becomes black, the scar on the other hand remaining white.
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The clinician must, of necessity, make a careful study of pathology, but his chief concern will always be to acquire a profound knowledge of treatment. It will, therefore, be of interest to trace the attempts made during the last fifty years to cure penile cancer. Before 1882, treatment, apart from the use of cauterizing agents, consisted in rapid removal with the amputation knife of the whole or part of the penis. Enlarged glands in the groins, as a rule, were left alone. In 1882 the late Sir Alfred Pearce Gould described a technique which consisted not merely of amputation of the whole of the penis, but removal of the crura, the bulbo-cavernosus muscle and the glands in both groins, the cut end of the membranous urethra being stitched to the skin of the perineum. Some surgeons of more recent date have advocated the operation which used to be practised on prisoners of war by the Abyssinians, in whose temples can still be seen bas-reliefs 'of the results of total extirpation of the external genitalia. The next step forward took place in Paris in 1912 and 1913, when tubes containing radium were buried in the growth. Since then various modifications of this line of treatment have been tried, and to-day a concentrated effort is being made to banish the knife and replace it by the radium needle.
In performing partial amputation it is important to make a posterior or ventral flap to prevent the urine from trickling over the wound. Also a considerable length of urethra should be dissected out distal to the point of division of the corpora cavernosa, to allow for retraction. The stitching of the cut end of the urethra to the buttonhole in the skin-flap must be so arranged as to cause eversion of the mucous menmbrane of the new external meatus. This technique assists in preventing subsequent narrowing of the lumen. The only advantage of this operation is that it preserves a portion of the penis and is attended with a minimum of shock. It can only be performed for a growth confined to the glans penis. Now that radium has come into its own, the disadvantages of partial amputation are obvious to all. There are, therefore, left in competition the Gould operation and radium irradiation. Little need be said concerning the technique of total amputation, for it is well known and practised by every surgeon of experience. The insertion of the urethra into the skin of the perineum is a simple matter, but to prevent contraction of the new external meatus is far from simple. I know of no technique which will avoid this defect. The prognosis is just as satisfactory as is excision for early rodent ulcer. The main disadvantage of this operation is the loss of the organ. If the operation is properly performed there is never any recurrence of malignant disease. The term cure " can be used with every justification provided that at the time of operation infection is limited to adenitis. We now pass on to a consideration of the technique of radium irradiation. So controversial is the question of dosage, that no satisfaction will be gained by joining issue with any one school of thought. The important point is that there is no known law governing the sensibility of cells to irradiation, or to put it in another way-two similar tumours arising in two individuals of the same age, treated under exactly the same environment, and with the same dosage, will not produce exactly the same response to irradiation.
There are two methods of applying radium to a growth of the penis. Some surgeons place a Columbia paste cap, in which are inserted the radium containers, over the whole growth and leave it in position for from one to ten days.
My own practice up to date has been to use platinum needles, 0 5 mm. thick,
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Proceedings of the Royal Society of Medicine 22 with overall length of 22N5 mm. each containing 5 mgm. of the element, and to bury them in the growth about two centimetres apart, so as to produce homogeneous irradiation of the whole tumour. For the initial exposure each needle has been left in position for twenty-four hours, for every subsequent one, thirtysix hours. This increase in the time of exposure is necessary on account of the greater resistance of the malignant cell to irradiation if its nucleus is not destroyed at the commencement of the treatment. Every effort is made to give a knock-out blow to the whole tumour at the initial irradiation, but some of the cells may escape, especially those in the vicinity of the parts of the needles which contain no radium. In 1914 I performed an experiment to demonstrate this point.' In order to protect the skin of the scrotum and the testicles from the rays, a lead plate must be placed between these structures and the penis. The plate should be sufficiently long to allow each end to rest on the thigh. For the introduction of the needles, local ansesthesia suffices, such as freezing with ethyl chloride, or, if circumcision is needed, infiltration of the tissues with 2% novocain. The changes in the tumour which can be observed with the naked eye, commence about the third day after irradiation. In the papillary variety, the projecting parts of the growth become smoothed out, and a thin whitish film due to keratinization appears over the whole surface. If a lethal dose has been given the tumour will have disappeared in a fortnight. When a malignant ulcer is treated, the base is replaced by healthy granulation tissue in the course of from ten to twenty-one days, and normal squamous epithelium commences to grow in from the edges. The complications of treatment by radiation are difficulty in micturition-caused by cedema of the urethral mucous membrane, sloughing-the result of overdosage--and stricture of the external meatus.
A study of the literature shows how diverse are the views with regard to the treatment of the inguinal lymphatic glands. Regand says that the glands should be treated before the initial lesion, presumably by the external application of radium. Proust and Maucer. of the Belgian School, hold the opposite opinion. Barringer advocates leaving the adenitis alone, as he believes that infection is eliminated by its control at the source, i.e., the penis. I, personally, neither operate upon nor irradiate the inguinal glands unless the skin over them has ulcerated, my reasons being as follows: If the squamous cells of a penile cancer have entered the inguinal glands, they will go no further. If the primary growth has been eradicated, these cells will not multiply but will be ringed round by a defensive mechanism in the form of fibrosis, which will ultimately ensure their sterility. When enlargement of the glands occurs, the increase in size is due, in the large majority of cases, to adenitis, which can be controlled and even eliminated by removal of the penile growth. I am fully aware that in holding these views I may be accused of heresy, but at least I have the consolation of knowing that the treatment outlined has been to the advantage of my patients.
The danger of dissecting out the lymphatic tissue is twofold. Firstly, lymphatic (edema may result, comparable to the condition known as "brawny arm " following the radical operation for carcinoma of the breast; and secondly, there may be an extensive cellulitis, due to operative interference in tissues heavily charged with infection. If my views on lymphatic invasion are accepted, such treatment after irradiation is merely meddlesome. Finally, we reach the all-important question: When is the primary growth to be irradiated, and when is it to be removed by operation ? Surgeons are probably unanimous in their view of the value of the Gould operation in eradicating the disease. The functional result, so far as micturition is concerned, is also satisfactory. There is complete control. Narrowing of the external meatus frequently occurs, and requires intermittent dilatation with bougies. This defect and the loss of the whole organ are the two great disadvantages of this method of treatment.
On the other hand, by irradiation, the penis is preserved and though stricture of the external meatus may sometimes result, its frequency is not comparable to that observed after amputation. As experience has taught us that cancer of this organ can be cured by amputation, strong evidence in favour of irradiation treatment must be brought forward if it is to replace the knife.
I have had under close observation for the past twelve months, four cases of carcinoma of the penis, three of the papillary type and one ulcerative, all of which have been treated with radium. In 24 hours no visible change. Second day marked loss of vascularity-passing urine freely and direction approaching normal. Third day, more mnarked loss of vascularity. Fourth day, growth shrinking-some cedema of skin. Sixth day growth rapidly shrinking-patches of leucoplakia at right side of insertion of needles. Urinary meatus now clear of growth. April, 1929 : Two tubes of 5 mgm. each inserted into growth for 17 hours. The exposure ought to have been for 36 hours, the tubes being removed in 17 hours in error.
November, 1929: Nodule size of small pea. Two tubes of 5 mgm. each for 36 hours. January, 1930: No glands in groins. Slight surface slough on dorsum of glans penis.
Micturition normal. Has put on 10 lb. in weight since January, 1929.
(II) A. E. D., aged 41.-Nine years ago treated for wart on the penis at the Lock Hospital. April, 1929: Now has a cauliflower growth the size of a tangerine orange surrounding the whole of the glans penis. Offensive discharge. High fever, cachexia, enlarged glands both groins. Urine passed in several small streams through growth.
Six tubes of 5 mgm. each inserted into growth at two centimetres from one another for 24 hours. At the end of this time the position of the tubes was changed, and they were reapplied for another 24 hours in a new site, and so on, for five days, until the whole tumour had been irradiated.
Growth shrank in size and at the end of April no longer fever, and glands hardly palpable. May, 1929: One needle of 5 mgm. inserted for 24 hours into piece of growth. November, 1929: Three needles of 5 mgm. inserted into lateral recurrence for 36 hours. Present condition: In excellent health. One gland palpable in left groin. The glans penis is almost entirely destroyed by the growth except for a portion which is attached to the penis by a thin pedicle. Much deformity of tissues around the terminal end of urethra. No difficultv in micurition.
(III Conclusions.-In either the papilliferous or the ulcerative variety, the growth can be made to disappear, but there is no guarantee that the patient will be cured. The general state of health rapidly improves. Enlarged glands in the groins shrink and many disappear. The moral effect of removal of the tumour, with retention of the penis, makes irradiation the treatment of choice. As penile cancer is a surface growth, recurrence can be readily treated by further irradiation. If this fails, at all events the patient's health will be so much improved that radical cure by the Gould operation can be effected with a minimum of surgical risk. If the disease is so far advanced that the greater part of the penis has been destroyed, the correct treatment is total amputation. It is possible that with a sufficient quantity of radium the growth can be made to disappear, but the consequent deformity and functional result will be deplorable. Finally, the only indication for direct treatment of enlarged glands is when the skin over them is ulcerated. They should then be dissected out.
Discussion.-Mr. FRANK JEANS (President) said he had not himself treated many cases of carcinoma of the penis with radium, but he agreed that the psychological effect of retaining the penis to the patient was important, and had a beneficial effect on his health. There was much to support the idea that epithelial carcinoma was checked by the glands in the groin, and he hoped it was true. He remembered a case of carcinoma of the colon, operated upon by Paul, by his own (Pauls) method. The operator felt glands in the mesentery, and did not attempt to restore that colotomy. Many years afterwards the patient asked to have the colotomy closed. Paul had thought the condition must be carcinoma. He closed the colotomy and searched for glands, but did not find any, therefore the enlargements previously felt must have been inflammatory. The enlargement of glands in the case of epithelioma of the penis was also largely inflammatory; he would like to feel that it was entirely so.
Mr. F. FOWLER WARD said that he had cases in which the Gould operation had been performed nine or ten years previously, and there had been no recurrence. One of his patients had died from what might be called a secondary effect in the lungs. The only immediate fatality among these cases was one in which he (the speaker) had torn the femoral vein, and the patient had died from embolism within half an hour. All the others had done well. In five of the ten cases the patients were still alive and well. In two recent cases he had left the corpora cavernosa, doing a Young operation. He had had a third case, in which a man had been circumcised. Possibly he had had venereal disease. The condition was supposed to be a small papillomiia on what remained of the prepuce, and when that was removed it was found to be carcinomatous. The patient had done well up to the time of his death in an accident.
Mr. FRANK KIDD [communicated later]: Mr. Morson gave the impression that in his opinion, cancer of the penis should be treated as a local disease which seldom caused secondary deposits in the lymphatic glands or other parts of the body. This was a revolutionary idea that could not pass unchallenged. Surgeons were aware that in the early stages of septic cancer on mucous membranes or skin, the regional glands were usually enlarged as a result of chronic infection, and that if the primary septic growth were removed the glands might rapidly subside. But this fact did not in any way alter the well-established surgical principle that no treatment of a cancer was adequate unless it included excision of the regional lymphatic nodes whenever practicable, or at the very least some method of treatment of these nodes by radiation. Even though in some cases the regional nodes were not cancerous but septic, this fact did not absolve us from the duty of excising them. Only by so doing could we make sure of excising those glands that were affected by cancer. Mr.
Morson by his own confession had made no attempt to treat the regional glands in the three ,cases shown treated locally by radium. His action transgressed a first surgical principle, and could not be allowed to pass without comment. The extraordinary thing about this was that in another part of his paper he had given a harrowing description of deaths from hsemorrhage irom the femoral artery caused by ulcerating malignant glands of the groin secondary to carcinoma of the penis. Mr. Morson seemed to imply that the literature on the subject was silent or worthless from 1880 till the present time, and that no progress had been made during that time in knowledge of the pathology and treatment of the disease except in the discovery of the therapeutic results of radium. Such a view was an exaggeration. For instance, there was an outstanding paper by Barney, of Boston,1 well known as a careful and reliable worker. He analysed 100 cases of carcinoma of the penis, ninety of which he traced to a final result. Venereal disease and phimosis were the only definite predisposing causes. The warty type was of slow growth and less malignant than the ulcerating type. The disease either ran a very rapid or a very slow course; there were few intermediate cases. The regional glands were enlarged in seventy-five cases, and were proved to be cancerous in sixty ca8es. The deep pelvic glands became early involved when the disease had invaded the corpora cavernosa. Numerous distant metastases occurred in the spermatic cord, rectum, prostate and vesicles. Abdominal, thoracic and other far-distant metastases occurred in nine of the cases. Fortytwo per cenit. were cured by operation which included excision of the regional glands. After operation there were twenty-one recurrences in the stump of the penis, and only five in the glands of the groin. Barney's series contained no Jews and no negroes. He (the speaker) had seen a case in a negro. The cells of the growth did not contain any pigment, in striking contrast to the pigmented cells of the normal skin in their neighbourhood.
He wished to protest emphatically against the present-day fashion of some of those who were working with radium, to exhibit their cases so early after treatment. None of Mr. Morson's cases had been treated for longer than nine mnonths. Were we to understand that these cases had been brought forward as cured by radium ? He (Mr. Kidd) doubted if any one of them was cured in the true sense of the word. We were all familiar with the remarkable fact that the application of radium could destroy a localized collection of cancer cells. This was a very different proposition from curing the whole deep extent and spread of a cancer. lie would put a five years' limit at least before trying to evaluate the position of radium in bringing about a cure. As a result of his own experience he was going back more and miiore to the use of the knife for cases that held out a hope of cure, and was miiore inclined to reserve radium as a palliative treatment in inoperable cases.
Mr. Morson would have us believe that by using radium to destroy the local growth in cancer of the penis we were thereby enabled to preserve the penis as a useful organ. Of the three patients shown by Mr. Morson one had certainly had his penis ruined by radium, and the other two were not so very presentable.
Some years ago he (Mr. Kidd) had shown to this Section five cases of cancer of the penis treated by colmlplete amputation with excision of the testicles and regional glands. Good reasons could be advanced for removing the testicles when carrying out complete amputation. In the first place the scrotum, if left behind, was apt to impede micturition and to become liable to a urinary dermatitis. There was also a good psychological reason for removing the testicles. It was far kinder to the patient to do so when removing the penis. The internal secretion of the testicle drove the patient's mind to lustful desires. If these patients were castrated they ceased to be worried by these desires and their minds were able to adapt themselves peaceably to the changed condition. If the testicles were left behind such psychological adaptation was rendered difficult. The adaptation needed on the part of the wife was a more difficult problem, but he did not feel that the wives of the patients shown by Mr.
Morson would have any more reason to be satisfied than would the wives of the patients he had castrated. In carrying out the complete operation he had not experienced any undue difficulty with sepsis, and he had had no trouble with stricture of the urethra, as after removal of the testicles it was possible to leave a projection of the corpus spongiosum of the urethra and graft it with a skin flap. This step seemed to prevent stricture. Mr. R. H. JOCELYN SWAN said it would be agreed that enlargement of the glands in cases of carcinoma of the penis was nearly always due to septic infection rather than to secondary glandular cancerous metastasis, though, no doubt, secondary glandular metastases did occur in the inguinal glands. In criticism, however, he would say that the infection did occasionally go further than the inguinal glands and was not limited at this area, as Mr. Morson seems to suggest, and he could produce evidence of that. He had himself had a case of advanced carcinomiia of the penis in which not only were the inguinal glands enlarged, but there was a tumour in the right iliac fossa, and the patient had died from hEemorrhage into the bowel. A large mass of glands was found post mortem in the iliac fossa; these had ulcerated into the iliac artery, which in turn had ruptured into the caecum, and caused the fatal hbmorrhage. And that was not an isolated case.
All who had to deal with many cases of cancer would realize that the prognosis in the papilliferous type was always much better thanin the ulcerative, whatever the site of the cancer. I Barney, J. D., Ann. of Suirg., 1.907, clxxx, 890.
As to radium treatment, none could yet say they had a cure in a case, because a sufficient time had not elapsed since this treatment was started; but he would like to speak on one or two points in the technique. Each surgeon had his own ideas as to dosage; he, personally, would rather employ somewhat small doses of radium over a long time than large doses for a short time; in other words, he preferred 1-mgm. needles to 5-mgm. needles. He thought it much better not to insert the needles into the growth, but rather to use a barrage of radium round the growing edge of the cancer; more satisfactory results were obtained in this way.
It would be agreed that of all forms of malignant disease, the epithelial type-as seen on penis, tongue, lip and cheek, and anal canal-was particularly benefited by radium treatment. This type was much more favourable for that treatment than the glandular type of growth, and penile carcinoma came into the category of squamous carcinoma.
He had at present several cases very like those Mr. Morson had described, but he was afraid they were not cured. In some he had had to remove the infected inguinal glands. In other forms of squamous carcinoma, the primary growth could be, as it were, melted away and quickly disappeared with radium, but radium and X-rays were not so effective in the treatment of the glands. The more he saw of radium treatment in these cases, the more he was convinced that one might treat the primary growth successfully with radiunm, but that glands must be removed by block dissection.
Mr. Morson had mentioned as one of the sequels of removal of glands in the groin, a massive cedema of the leg. He (Mr. Swan) had a case in which a Gould operation had previously been performed and nine months ago the patient had come to him with massive cedema of both legs. He thought there were diffuse recurrences of the cancer in the groins, Jbut the swellings were now subsiding, and the patient was showing very considerable improvement.
Mr. H. W. S. WRIGHT said that in China he had treated many cases of carcinoma of the penis, which appeared to be a common disease in that country. In the absence of reliable statistics it was impossible to say just how common it is, but some idea might be gained by the fact that among ten or fifteen urological beds there was nearly always one case. Phimosis, venereal disease and dirt, pedunculated and sessile papillomata, all were also very common, and it was difficult to avoid the conclusion that the sequence was of material significance in the Eetiology of the disease: although in a particular case it was impossible to assess the importance of any one factor. In most of the cases the growths were of the cauliflower type, all of them were far advanced, and in some the penis was completely eaten away.
Pathological examination had revealed nothing new. Sections were cut at half-inch intervals right down to the crura, and it was rare to find any trace of growth more than an inch away from the visible border. In nearly all the cases there were enlarged glands but only from 5-7% of these contained secondary deposits. Carcinoma of the penis was therefore in the majority of cases, including even the advanced ones, a local disease, and for this reason it seemed a pity that a controversy as to operative versus radium treatment should develop. Any treatment which dealt with the local condition was likely to be successful, and we should employ that treatment most suitable to the case under consideration.
As no radium had been available for his use in China, he and his colleagues performed something approximating to a Gould operation, and in many of the cases the size of the growth made this the method of choice. He made a gland dissection previously, because if this was not done then, it was never done. It was extremely hard to explain to a Chinese peasant, who caine to hospital on account of a large lump on the penis, the significance of a small one in the groin. Some sepsis nearly always followed the gland dissection, but this did not interfere with the amputation, which was done about ten days later.
He could not see the logic of Mr. Morson's position in not removing the-glands. Granted that these were involved in only a small percentage of cases, to any one who had seen a patient die from secondary hbemorrhage from the femoral artery, there was sufficient reason for removing this possibility at the cost of a small operation.
At one time he had had a good deal of trouble with stricture, and since most of the patients lived at a distance it was essential to prevent this. He had found that if about half-an-inch of cavernous tissue were left out of the wound, and no attempt was made to dissect out, or cut flaps from, the urethra, there was practically never any stricture.
He had lost one case from general septicemia, and had seen another in which there were secondary deposits in the pelvis, in spite of a radical amputation and a gland dissection, but was unable to say to which type the primary growth belonged.
Mr. MoRsoN, in reply, said that the discussion had emphasized-more clearly perhaps than he could have done in his paper-certain points of great importance in the treatment of carcinoma of the penis.
He had thoroughly enjoyed Mr. Kidd's remarks, but Mr. Kidd was under an entire misapprehension in thinking that he (Mr. Morson) advocated radium treatment as a certain cure.
With regard to metastases in relation to carcinoma of the penis, he would give an instance of a surgeon who described a case of a growth of the penis with priapism. The patient had died, and post mortem, metastases were found in many parts of the body. Though clinically there had been no evidence of malignant disease of the prostate, the post-mortem examination revealed its presence. He (the speaker) had studied malignant disease of the prostate probably more closely than he had studied carcinoma of the penis, and he had seen cases of so-called penile cancer, in which the primary lesion was in the prostate. In those cases in which metastases had been found elsewhere than in the inguinal glands, the primary lesion was in the prostate and not in the penis.
In Mr. Swan's case in which there was a mass in the right iliac fossa, this swelling must have been due to an extension of the inguinal adenitis and infection of the surrounding tissues.
With regard to the loss of the diseased organ Mr. Kidd seemed to be extremely lucky in having patients who were contented with the absence of the penis. He regretted to say that in the case of the only man he (the speaker) had shown to-night who had no penis his home had been broken up in consequence of the operation, and he had a sad story tQ tell coneerning his home conditions.
